Better control of infection and better surveillance should lead to earlier investigation and control of outbreaks.
Introduction
Outbreaks of salmonella in hospitals are of special concern, firstly, because of the increased susceptibility of hospital patients, in whom there is a high associated fatality rate, and, secondly, because outbreaks and control measures can seriously disrupt hospital services. ' The outbreak in 1984 at the Stanley Royd Hospital, where there were over 400 cases and 19 deaths, led to a public inquiry2 and recommendations for the investigation, control, and prevention of such outbreaks. In this paper we report the trends in the occurrence of outbreaks in hospitals in England and Wales.
Method
Reports of outbreaks of salmonellosis in hospitals in England and Wales were received by the Public Health Laboratory Service Communicable Disease Surveillance Centre from (i) public health and hospital laboratories3; (it) reports from medical officers for environmental health and environmental health officers4 from 1980 onwards; (iii) field investigation reports to staff at the Communicable Disease Surveillance Centre; (iv) correspondence; and (v) telephone reports. In the following analysis outbreaks were considered to be foodborne if there were two or more related clinical cases or laboratory confirmed infections in which a food was suspected or proved by the reporting laboratory to be the source of infection, or if the salmonella species causing the outbreak in patients was isolated from the faeces of staff in the hospital kitchen or from an environmental reservoir in the kitchen.
Statistics for the average number of beds used daily in the different patient groups regularly each year, the last serotype being responsible for the highest proportion (36%) of outbreaks in 1987.
DEATHS
There were 108 deaths associated with the 3327 cases in hospitals in 1978-87-one death per 31 cases. But in only 43 of these deaths was salmonella infection reported by laboratories or field investigation reports as the primary or contributing cause of death (table I) . Thirty six of these deaths were in patients from psychiatric or geriatric hospitals, and 19were associated with the outbreak at the Stanley Royd Hospital in 1984,2 the highest number ever recorded from one incident. In 32 cases death was said to be unrelated to the outbreak, and in 33 no information was given as to the cause of death.
Discussion
The number ofsalmonella infections in England and Wales each year has increased dramatically over the past 20 years. Despite this trend, and in contrast to the attention paid to outbreaks of salmonella infection in hospitals since that in the Stanley Royd Hospital in 1984, the numbers of reports of outbreaks in hospitals fell steadily over this period: 522 outbreaks were reported in 1968-7T compared with 235 formally reported outbreaks in 1978-87, a 55% reduction, with the greatest percentage reduction from outbreaks in children's and maternity units (figure). Outbreaks in hospitals now represent a smaller proportion of the total number of all salmonella outbreaks than 10 years previously. In 1978,,30% ofall outbreaks of salmonella infection in the community occurred in hospitals compared with only 10% in 1987, though outbreaks in hospitals contributed 28% of all outbreak associated deaths from salmonella during this 10 year period.
In almost half the reports the mode of transmission in the outbreaks could not be determined because of lack of information. These outbreaks were similar in size to person to person outbreaks; there were usually fewer than 10 cases per outbreak, and we believe that most were not foodborne. The results of an in depth study of all outbreaks in hospitals in England and Wales in 1981-2 suggested that most small outbreaks of salmonella infection in hospitals were due to person to person transmission.8 The risk to patients of being affected by person to person outbreaks or outbreaks of unknown source in our study was greatest in maternity and children's units followed by geriatric wards or hospitals, all places where faecal soiling is more common. In such outbreaks it is difficult to control infection, and in eight the ward or hospital was closed to control spread.
Outbreaks due to foodborne salmonella were most commonly reported in psychiatric hospitals, and the risk of a psychiatric patient being affected 'in such an outbreak was two to 10 times greater than for other patients. But this was because outbreaks in psychiatric hospitals were larger and not because the risk of an outbreak occurring was greater. This finding may reflect the common design of psychiatric hospitals, where large numbers of patients are fed from one large kitchen, and that the number of cases in a foodborne outbreak is related to the number of people eating the contaminated food. For example, in the outbreak at the Stanley Royd Hospital in 1984 over 400 people were infected from food prepared from one kitchen. Our data show, however, that this outbreak was atypical in size and severity of outbreaks of food poisoning over the past 10 years. The proportion of outbreaks attributed to foodborne infection in 1978-87 was 24% (range 11-58%), and no overall yearly trend was evident. In Scotland for the same 10 years 29% of the salmonella outbreaks were identified as foodborne and the average number of cases per outbreak was 69 compared with 33 per outbreak in England and Wales.9 This difference in the average number of cases may reflect better case ascertainment in Scotland since the design and catering practices of its hospitals are likely to be similar to those in England and Wales.
The number of episodes of food poisoning in hospital staff is disturbing: 16% of the foodborne outbreaks and 15% of the cases affected, the second highest proportion after psychiatric patients. Hospital staff may introduce salmonella infection to hospital patients, and any reduction in the staffing complement due to illness might lead to a disruption ofpatient care. Staff canteens in hospitals are often separate from the facilities for preparing patients' food and should be included in any hygiene inspection and guidelines laid down by environmental health officers.
A circular from the Department of Health and Social Security in 197710 advised hospital catering departments to give open access to environmental health officers, and more recently the public inquiry team2 investigating the outbreak of food poisoning at Stanley Royd Hospital recommended that hospital kitchen premises were inspected every two years by a team of officers. The effects of this monitoring may have contributed to the reduction of outbreaks of salmonella food poisoning but may have more impact on food poisoning caused by other organisms since outbreaks of food poisoning in hospitals are now more often due to other bacteria or viruses than to salmonella (PHLS Communicable Disease Surveillance Centre, unpublished).
Two leading articles in medical journals" 12 recommended strengthening national surveillance of outbreaks in hospitals to improve reporting and the quality of data. Better surveillance together with improvements in infection control in hospitals, such as those described in the Cooke report,'3 establishing infection control nurses and district food hygiene groups,'4 and the legislation affecting crown immunity'5 in hospitals should lead to earlier investigation and control ofoutbreaks in hospitals. Works of art have been commissioned by hospitals for almost as long as hospitals have existed, and as the function ofhospitals has changed so has the purpose of their commissioned art. In earlier centuries paintings on hospital walls prepared patients for the next world, gave consolation, or extolled the virtues of Christian charity. As hospitals have become places where patients go to get better the claims made for art have changed too. Art-now heals. According to Peter Senior, director ofArts for Health' and someone who has done much to promote art's healing powers, "Art can benefit everyone and can play a part in maintaining and improving health of the mind and body."
Medicine and Art
Whether this is true or not is now beside the point. Sufficient people believe it, and others are prepared to go along with it if dreary hospital interiors improve. In the past decade hundreds of hospital based arts projects have set about beautifying the-NHS's motley inheritance of property, which ranges in style from Victorian poorhouse to the vapid chirpiness of the 1970s. The triumphant culmination of this movement was a whole hospital-St Mary's, Newport, Isle of Wight-designed from. scratch with future artistic embellishment in mind.' Prophets such as Peter Senior deserve some of the credit for this but so too does the Department of Health for its enlightened encouragement of architects and planners in planning for art in 'buildinxgs., ..
Taking stock
A recent seminar held in conjunction with the,fourth international contemporary art fair in London heard of the job opportunities created for artists, craftsmen, and arts administrators by this sudden change of direction.
It was also suggested that after this first flush of enthusiasm now may be a good time to take stock. Even taking on a modern day Michelangelo to brighten up the ceiling ofan outpatient department or a da Vinci to do something about a day room may lead to more problems than artist, patients, or staffthink it is worth.
Sarah Hosking, arts coordinator of the Basingstoke and North Hampshire Health Authority, identified at least three possible sources of conflict: differences between the artist,and the client (usually the NHS), differences between community art and mainstream art, and problems relating to the client.
Anyone doubting C P Snow's formulation of "two cultures," it was politely implied by several speakers at the seminar, should mix for a time with doctors and hospital administrators. They may know what they do not like, but they certainly do pot know much about art. Hackles are raised immediately by the assumption that the money has come out of some overstretched budget ("How come they've got money for this when the x ray department is teetering on the brink?"). Invariably the money has not come out of such a budget: most hospitals have provided little more than free lunches for the artists during their work. Money, arts administrators are finding, is often the least oftheir problems, with many local and national statutory and voluntary bodies keen to support such initiatives. (Arts for Health has a list.)
On the differences between community art-usually cheap and cheerful, four students and a foreman-and more mainstream art it is Ms Hosking's opinion that given the milage of NHS corridors there was ample room for both. Some community art projects in hospital and elsewhere have come 
